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CAPE DURING DEATH, GRIEF AND LOSS:
THE EFFECTS OF A WORKSHOP AND CLINICAL EXPERIENCE
ON STUDENT NURSES' ATTITILDES AND ACT1CMS
ABSTRACT OF DISSERTATION
PROBLEM: Nurses, members of a society which tends to avoid and deny death,
grief, and loss, are frequently in situations where they must interact with
persons experiencing grief from death or loss. Often educational experiences
have done little to prepare student nurses to cope in positive and supportive
ways* Student nurses need to develop self-awaieness of their attitudes and
anxieties toward death, loss, and grief; modify negative attitudes; and
develop a repertoire of interpersonal skills to support persons experiencing
grief.
PURPOSE: The purpose of this study was to determine if academic and
experiential learning could influence the clinical performance of student
nurses and the degree of empathy and openness of the students stated
attitudes toward those experiencing or anticipating death, loss, or griei.
PROCEDURES: Attitudes of 42 nursing students were measured using the _ .
Questionnaire for Understanding the Dying Person and His Family.A WOTKsnop
was presented on attitude exploration, crisis theory, grief and loss, ana
communication skills. The workshop was followed by an
posttest^
using the same instrument. Selected students were given clinical assignments
in a high risk maternity care center involving the care of families
experiencing grief from loss or death. Eight weeks after
', . .
StSEs vlrfilasured for a third time. Clinical performance was evaluated
by the student, the family, and the instructor.
FINDINGS: The level of significance was setatthe.OS.
positive scores were found on both the immediate and the delayed posttest tr
S the pretest. Evaluations by the
famly, and the ^tructor
were significantly more positive for the students with mor
empathetic attitudes than for students with less open and mpa
attitudes.
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Chapter 1
INTRODUCTICN
In North American society today, death has become a phenomenon from which
we try to place emotional distance. In our past history, it was not unusual
for death to occur in the home. The family gathered in the home for support
in their grief before burying the dead. Friends and family supported one
another, shared in working through their grief, and life continued. Today,
there is a general tendency to deny or hide death and to avoid the dying
(Milton, 1984).

Most deaths new occur in hospitals or in nursing homes. In

many cases, no family members or friends are present. People no longer
witness the whole cycle of life (Martocchio, 1982).
It is difficult to accept death in this society because it is
in spite of the fact that it happens all the time, we never see it.
a person dies in a hospital, he is quickly whisked away, a
anyone
disappearing act does away with the evidence before it could upset anyo
(Kubler-Ross, 1975, p. 5).
Despite the overtones of avoidance and denial which persist in our
society, health care professionals, members of this same society, are
frequently in situations where they must care for and interact with dying or
grieving persons. Health care professionals are expected to react in a more
positive way than society at large to people with terminal illnesses or
suffering a loss (Welch-McCaffrey, 1984). Hcwever, the educational
experiences of health care professionals have done little to change their
basic attitudes of avoidance and denial, and may not have prepared them to
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cope with death, loss, and grief in a way which is significantly superior to
that of the general population.

"The result, is often defensive behavior such

as avoidance of the dying patient" (Milton, 1984, p. 298).
Major airtong the identified needs of the dying is a need for someone to
listen to his or her fears and break the isolation which often surrounds the
terminally ill.

"The most important communication, perhaps, is the fact that

we let him know that we are ready and willing to share some of his concerns"
(Kubler-Ross, 1969, p.240).

Unfortunately, however, a mutual pretense of

false hope often walls off the patient from friends and family.

Keleman

(1974) referred to the terminally ill as the "living dead" and described them
as being alienated and cut off from social reality by the fears and anxiety of
those about them.

Many professional nurses have been found to share in the

fear and anxiety which make coping with death and dying difficult. Sane have
stated that they cope through dissociation and detachment (Chodil & Dulaney,
1984). Others have avoided speaking of either the diagnosis or of death to
patients that were dying or to their families (Graham & Livesley, 1983).
Doctors and nurses both may knowingly or unconsciously avoid the room of a
terminal patient or may provide only the minirmim of physical care while with
the patient.
Although death may be considered the most obvious form of loss and cause
of grief, loss may also be experienced in relation to other valuable entities
such as body image or functioning, role within the family, or the abilities
to achieve life goals (Barry, 1984). The reaction to loss is a complex
concept which must be considered frcm the viewpoint of all those involved in
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the loss. In the case of a terminal illness, the dying patient is going
through the process of dealing with and accepting his own death. The family
is going through a similar process, but not necessarily at the same rate or
from the same viewpoint. When a patient must resolve the loss of a body part,
such as a breast or leg, or the loss of normal body functioning, there must
also be adaptation to the loss of an intact body image. The family of the
patient adapting to loss of a body part or normal body functioning will also
experience loss, since their image of the patient has changed. Although each
instance of loss will have unique aspects, there will be strong similarities
in the needs of those involved. In each case, grief will be experienced.
"Grief is the emotion experienced when a loss occurs. It is the affective
result of a loss"

(Barry, 1984, p. 69).

Reactions toward death and loss have been found to be influenced by the
age of the person dying or suffering the disability (Epstein, 1975; Kalish,
1985; Wtooten, 1981). It is usually easier for family and health care
providers to accept and cope with the death of an elderly patient than with
the death of a young child or an infant. Parents often need to be helped
through the grieving process for the death of an unborn child. In addition,
parents experience anticipatory grief for premature or sick infants in
intensive care nurseries for fear of the death of the infant. Parents may
also experience grief after the birth of an infant with physical defects for
loss of the "perfect child" they had anticipated. Because real or anticipated
loss of an infant may be particularly hard for the health care providers to
cope with, they may be less able to assist the parents in their grief.

4

Nursing textbooks, although giving brief coverage to concepts of loss and
to Kubler-Ross's stages of death and dying, seldom give adequate attention to
the aspects of death, loss, and grief that would help student nurses develop a
self-awareness of their own anxieties (Epstein, 1975). The student nurses,
products of a culture which avoids and fears death and significant loss,
frequently find themselves involved in the care of patients facing death or
loss before they have gained insight into their own anxiety as well as the
interactive skills to cope effectively with the situation. The students and
the patients, both new to their current roles, are both victims of the
situation, leaving the patients and/or families isolated and the students to
adapt on their own through experiential learning or to develop an avoidance
pattern due to anxiety. Data from one study suggested that the attitudes
formed as a student may be those which the nurse carries throughout her
nursing career (Golub & Reznikoff, 1971).

Statement of the Problem
Since prior experiences, anxieties, and degree of interpersonal skills
may influence the formation of long lasting attitudes in student nurses toward
death, loss, and grief, the problem of this study becomes threefold. The
problem is: a) the need for development of self awareness in students of their
attitudes and anxieties regarding death, loss, and grief? b) the modification
or elimination of negative attitudes toward interacting with persons
experiencing death, loss, or grief; and c) the addition of appropriate
interpersonal skills to the repertoire of the student nurse. Would attitudes
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and clinical performance of student nurses relating to death, loss, and grief
be altered by a workshop (of specified content) followed by selected related
clinical assignments?

Purpose of the Study
The purpose of this study was to investigate the effectiveness of a
workshop and clinical role experience in influencing the actions of students
and the degree of empathy and openness of student nurses' stated attitudes
toward those experiencing or anticipating loss and grief in a perinatal
intensive care setting. Actions were evaluated by the student, the
patients/families experiencing loss and grief, and the clinical nursing
instructor.

Attitudes were measured by the Questionnaire for Understanding

the Dying Person and His Family (QUDPHF).

This questionnaire, designed for

the purpose of assessing attitudes in terms of flexibility in interpersonal
relations, calls attention to the psychological and emotional needs of the
patients and families, and the desire for open communication about critical
issues (Yeaworth, Kapp, & Wimget, 1974).

The following assumptions, based in part on the Roy Adaptation Model
described in Chapter 2, have been made concerning this study:
1.

Each individual is a bio-psycho-social-cultural being.

2.

Each individual is constantly interacting within a changing

environment.
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3.

Terminal illness, death, or significant loss produce stresses and

changes for the patient, the family, and the care givers.
4.

To cope in a positive way with changes and stresses, the individual

must adapt.
5.

To facilitate adaptation, the individual uses both innate and

acquired coping mechanisms.
6.

Lack of knowledge and/or experience can hinder adaptation to a

particular role.
7.

Frustration and anxiety with role functions can hinder adaptation in

the interdependence mode, thereby affecting relations with others.
8.

An individual who is knowledgeable about and comfortable with

performing specific role functions will be more likely to perform those role
functions.
9.

Hie Questionnaire for Understanding the Dying Patient and His Family

possess adequate reliability and validity for the subjects of this study.
10.

There are some basic similarities in the needs of those experiencing

various types of significant loss and grief which can be influenced by
nursing.

Fesearch Questions
The following research questions were addressed by this study:
1.

What is the immediate effect of a workshop on the students

attitudes about death, loss, and grief?

stated
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2. What is the effect over time of a workshop on students' stated attitudes
about death, loss, and grief?
3-

Will students with more open and empathetic attitudes perceive themselves

as performing more successfully in selected related clinical assignments than
do students with less open and empathetic attitudes?
4. Will clinical nursing instructors evaluate students with more open and
empathetic attitudes as performing more successfully in selected related
clinical assignments than students with less open and empathetic attitudes?
5. Will reports from parents reflect a difference in the care provided by
students with open and empathetic attitudes as compared to students with less
open and empathetic attitudes?
6. Will there be a difference in the stated anxiety level of students with
related clinical role experience as compared to students without the
experience?
7. Will there be a difference in the initial stated attitudes of students
having completed a prior 8 week course in mental health nursing as compared to
students without the prior course?

Definition of Terms
For the purpose of this study, the following terms are defined as
indicated:
Adaptation—a change within a person to accorrmodate changes within his
environment or life circumstances. The Roy Model identifies that adaptation
occurs according to physiologic needs, self-concept, role function, and/or

8

Interdependence (Roy s Roberts, 1981).
Innate coping mechanisms—mechanisms for coping with changes or stresses,
usually physiological. Which have been existing in or belonging to the
individual since birth.

For example, a natural reaction of thirst occurs in

response to water loss (Roy & Roberts, 1981).
Acquired coping mechanism—-learned behaviors or mechanisms which are used
to cope with changes or stresses (Roy & Roberts, 1981).
Dying—the process of nearing or coming to an end of life, which is an
integral part of living (Martocchio, 1982).
Death—an event which constitutes the end of physical life evidenced by
the permanent cessation of all vital functions (Martocchio, 1982).
Loss—any actual or threatened change in the status, condition, or
functioning of a significant object, person, goal, relationship, or role
(Barry, 1984).
Grief—a nornel response to loss which is both subjective and emotional
(Barry, 1984).
Anticipatory grief—grief which is experienced before the loss occurs
(Barry, 1984).
Perinatal—pertaining to the time or process of being born (Urdang &
Swallow, 1983).
Support—physical or emotional interventions used to maintain an
individual in a desired condition within one of the modes of adaptation
(Operational definition for the purpose of this study).
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Scope of the Study
This researcher acknowledges that a multitude of past and present factors
formulate the attitudes and skills of the nurse which influence the ability of
the nurse to effectively interact, with and support the patient and family.
The attitudes and actions of the nurse may also vary according to the
situation and the age of the patient experiencing death or loss. Since many
of the feelings and needs associated with major loss are similar for the
patient anticipating his cwn death or other significant personal loss, and
for the family anticipating or experiencing loss of a loved one, principles of
care may be applicable to a wide range of situations involving loss or grief.
However, this study explored only the influence of self-awareness development
and interpersonal skill development on the student nurses' stated attitudes
and the ability to transfer these attitudes into action. Although clinical
experience dealt with perinatal death or significant neonatal illness or
defect, the principles of openness and empathy in attitudes and action are
applicable in other situations of loss and grief.

Limitations

The following limitations are inherent in this study:
1. The small sample size limits the generalizability of the findings.
2. The subjects may answer the questionnaire as they think the
investigator would like them to answer.
3.. The subject's responses on the questionnaire may reflect the mood

of the day.
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4.

Stated attitudes pay not reflect actions.

•5 Significance of the Study
Die significance of this study is three fold.
J

< *'
The major significance is

to identify methods to improve the student nurses' enpathy and openness in
attitudes in dealing with death, loss, and those experiencing grief.
Secondly, by identifying methods to make student nurses more empathetic,
flexible in interpersonal relations, and open and skillful in comrrunications,
the information collected in this study may facilitate the improvement of care
provided to individuals experiencing or anticipating death or loss.

3his

study will add information regarding the effect of emphasizing aspects of
self-awareness, role identification, and death education within the scope of
nursing education.

Nursing educators share a goal of promoting through

various methods the adaptation of the student to the role of professional
nurse with the skills needed to support patients and families through various
stresses along the health-illness continuum, including dying, loss, and grief.
A third contribution of this study is to demonstrate the application of a
nursing model, the Roy Adaptation Model. As nursing establishes itself as a
profession, nurses must continue to apply and test concepts developed by
nursing theorists. This will add information to the body of knowledge in the
care of a specific group of clients using the Roy Adaptation Model as a
conceptual framework.

Concepts of the Model are also applied to facilitating

the adaptation of the student to the role of nurse.
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Methodology
Al] students i n a third seirest.er maternity care nursing c l a s s of a local
community college were asked to participate in the study.

The students were

assured of confidentiality and that the results of this study would in no way
influence their class grade.

The problem under investigation was to determine

the effect of an educational workshop and clinical role experience on student
nurses' attitudes and performance in providing care during death, loss, or
grief.

The study was conducted using two groups of third semester students.

The first group consisted of 24 students without prior coursework in mental
health nursing.

The second group consisted of 18 students receiving 8 weeks

of instruction in mental health nursing during the first half of the
semester.

At midterm, the students switched rotations.

The first step in the process was to administer the Cuestionnaire for
Understanding the Dying Person and His Family {Appendix A).

Originally

developed to measure attitudes toward death, loss, and grief in general, this
questionnaire was slightly modified by changing four questions to include
specific aspects of dealing with perinatal death, loss, and grief.

The

students were instructed to answer the questions according to their current
attitudes or opinions since this was an attitude survey rather than a test
!

with right or wrong answers.

The scores frcm this questionnaire established

baseline date for the stated attitudes of the students.
'

A workshop was then

conducted focusing on attitude exploration, death and loss, interpersonal
skills, and experience through simulation in the role of the professional
nurse (Appendix B).
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Immediately following the workshop, stated attitudes were again assessed
using the same questionnaire. Scores were compared with the pretest baseline
data. The five students with) questionnaire scores indicating the most empathy
and openness and the five students with scores indicating the least empathy
and openness were then followed through case studies. The cases involved
interacting with families experiencing perinatal death, the birth of an infant
with anomalies, or anticipatory grief for an infant in the ICN. The students
were then asked to evaluate their own performance in specific areas using
both a Likert-type scale and brief written explanations of performance
(Appendix C). When practical, the parents experiencing the grief were asked
to answer brief questions regarding the care in specified areas provided by
the students. Evaluation of performance was also done by a nursing instructor
(Appendix D).
At the end of the 8 week course, all students in the first groups were
asked to complete a delayed posttest using the same questionnaire. The entire
study was then repeated during the second half of the semester with another
group of 18 students who had just completed an 8 week mental health course
during the first half of the semester.
For research question 1, the immediate effect of a workshop on the
students' stated attitudes was analyzed by use of a t-test of correlated means
for the pretest and inmediate posttest scores.
For research question 2, the longer range effect of a workshop on the
students' stated attitudes was analyzed by use of a t-test of correlated means
for the pretest and delayed posttest scores.
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For research question 3, the relationship of stated attitudes and
performance as perceived by the student was analyzed by use of a t-test
comparing the clinical self-evaluation inventory scores of students with
xjmiediate posttest scores indicating a high degree of openness and errpafhy
with those students with scores indicating a low degree of openness and
empathy.
For research question 4, a t-test was used to analyze the performance of
the same clinical experience of students as evaluated by supervisory personnel.
For research question 5, the same student performance as evaluated from
the parents' perception was analyzed using a t-test.
For research question 6, the effect of clinical role experience on stated
anxiety was analyzed by comparing the anxiety level scores on the delayed
posttest of students after clinical role experience to the scores of students
without clinical role experience using analysis of covariance with the
pretest as the covariate.
For research question 7, the difference in initial stated attitudes
students having completed a prior 8 week course in mental health nursing as
compared to students without the prior course was analyzed using a t_-test
comparing the means of the two groups of students on the pretest.

Organization of the Study
Chapter 1 has related the background of the problem, stated the problem,
and has given both the purpose of the study and what questions it attempted to
answer. This chapter also defined terms used, described the scope and
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limitations of the study, and outlined methodology foi both data collection
and analysis.
Chapter 2 contains a report of literature and prior research related to
the concepts investigated in this study. It also contains a summary of the
Roy Adaptation Model as it relates to student nurses assuming the role of
health care provider and interacting with clients and families.
Chapter 3 details the research design, describing the setting, the sampj
selection, the instrumentation, and procedure for data collection.
Chapter 4 contains the analysis of data collected in this study in the
form of tabulations and discussions.
Chapter 5 contains a summary of the findings and the conclusions drawn
from this research. Implications drawn from this study will be discussed
along with recommendations for further study.

Chapter 2
REVIEW OF RELATED LITERATURE
The literature contains a great many articles and books related to death,
loss, and grief.

This review of the literature addresses aspects of

attitudes toward death and loss, patterns of behavior and coping identified
during loss and grief, needs related to death and loss, and communications
patterns.

It also summarizes educational and supportive programs that have

been used in attempts to positively influence the attitudes of nurses and
other health professionals toward those experiencing death, loss and grief.
Since there are certain similarities in reactions to death and other loss and
the needs of those experiencing loss and grief, these tqpics are reviewed in
general.

In addition, literature specifically related to perinatal loss is

also addressed.

A summary of the Roy Adaptation Model is presented as a

conceptual framework for the adaptation of the patient, the family, and the
student to the stresses and changes surrounding death, loss, and grief. A
computer search was carried out using the ERIC, MEDLINE, PSYCINFO, and PSYCH
ABSTRACT data bases.

Although the majority of the literature in this review

was published in the last 10 years, selected significant contributions frc*n
earlier years have been included.
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Conceptual Framework
The Roy Adaptation Model {Riehl & Roy, 1980; Roy, 1970; Roy & Roberts,
1981) identifies the individual as a bio-psycho-social-cultural being.

Each

person is an adaptive system interacting constantly with the changing
environment.

Stresses may occur from changes or strains within the system or

within the environment.
|

|
j

In order to cope with the stresses and changes, the

individual uses both innate and acquired mechanism.

These mechanisms may be

biological, psychological, and/or social in origin.

A positive response to

stresses and environmental changes requires adaptation. The adaptive level of
each person is determined by the combined effects of three classes of stimuli:
(a) focal stimuli, or those immediately confronting the person; (b) contextual

!

stimuli, including all other stimuli present; and (c) residual stimuli,
including beliefs, attitudes, experience, or traits (Roy & Roberts, 1981).

Roy uses the term "mode" to refer to a method of doing or acting. The
person is conceptualized as having four modes of adaptation. First, the
person adapts according to physiologic needs. These needs would include such
things as exercise and rest, nutrition, elimination, fluids and electrolytes,
oxygen, circulation, and regulation. Second, a person adapts according to
self-concept.

Self-concept is the way one views oneself and is formed from

perceptions, particularly of others' reactions.

This includes: (a) the

physical self, which involves sensation and body image; and (b) the personal
self, which is made up of self-consistency, self-ideal, or self-expectancy.
Third, a person adapts according to role function which is the performance of
duties based on given positions within society. The way one performs these
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duties or role functions is in response to outside stimulation and the
changing needs or expectations of the role.
mode or adaptation in relation to others.

Fourth is the interdependence

Interdependence involves the

person's ways of seeking attention, help, or affection in relations with
significant others and support systems.

Through this mode, one maintains

psychic integrity by meeting needs for nurturance and affection.

This mode

may also include such reactions as alienation, rejection, aggression,
competitiveness, frustration, or loneliness {Roy & Roberts, 1981)*

The Roy

Adaptation Model states that the goal of nursing is to support and promote
adaptation in each of the above four modes (Riehl & Roy, 1980).
A life threatening illness is indeed a stress for the patient requiring
adaptation in all four modes. Physiological factors may cover a broad
spectrum depending on the diagnosis, but examples include pain, nausea and
vomiting, sleeplessness, fatigue, and weakness. Factors of self-concept may
include changes in body image related to the disease process or its trea
Also influencing self-concept is the sense of control or lack Ox control ov
the environment. Factors of self-concept, role function, and interdepend
play upon each other as the patient relates to family members and significant
others.

At the same time, the illness is also causing a need for similar

adaptation for the family in the areas of self-concept, role function,
interdependence as they interact with the patient, the extended fa
the health care team. During a two year study of interactions betwee

y»
d^ing

patients, families, and health care providers, it was observed that there were
ongoing negotiations for mutual agreement about the roles each
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(Nartocchio, 1982). Even if the patient is able to come to an acceptance of
himself in the dying role, the family may not be able to accept this. Unable
to talk with the family or friends about the things uppermost in his mind, the
patient is forced to pretend interest in other things or keep silent. Either
choice has the effect of depriving the patient of the comfort and benefits
j

needed through the interdependence mode.
There are various interventions which the nurse can use to help the
dying patient and the family adapt in each of the four modes. These
interventions can only be used successfully if the nurse is comfortable with
the role functions required in the situation and if she has adequate resources
of residual stimuli to draw upon from past life experience and from
educational experience. The student enters nursing school in a formative
state of professional development. Nursing educators must find experiences

|

which will facilitate the development of the functions and skills of the
nursing role which can be adapted to various situations. In addition, selfawareness of the beliefs, attitudes, and experiences forming the residual
stimuli of the student nurse must be recognized and dealt with in order to
allow the student to be more open and supportive in the interactions with
patients and families.

j

Attitudes Toward Death
It has been documented repeatedly in the literature over the years that
the American society as a whole displays a general depersonalization and

| avoidance of death (Feifel, 1973; Keleman, 1974; Kubler-Ross, 1969, 1975). In
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past generations, death frequently occurred in the home with the family
providing terminal care. Since deaths new usually occur in hospitals or
nursing homes, few people have witnessed death as a part of the entire cycle
of life (Martocchio, 1982). Elizabeth Kubler-Ross (1975) stated that this
unfamiliarity has contributed to the difficulty with which Americans accept
death. Kubler-Ross (1969) also suggested that factors such as the threat of
nuclear weapons and the large number of deaths on the highways also contribute
to the need to deny the overpowering threat of death. Farrell (1982) asserted
that in a culture that places enphasis on appearances and youth and that
avoids unpleasant sights, sounds, and smells, it is difficult to confront the
stark reality of death.
During the late 1960s and early 1970s, interest developed in the "taboo"
topics of death and bereavement. Several factors are believed to have
contributed to this interest. One factor was an increased interest during the
same period in helping underserviced, underprivileged groups of people. In
the beginning, this interest focused on ethnic minority groups. Later, it
spread to Include the elderly and the dying. Another factor centered around
the advances in biomedical technology and research. These advances prolonged
not only life expectancy, but also prolonged the length and discomfort of the
dying process. Another factor during this period was an interest of many
individuals in finding satisfaction by changing the wsrld around them or by
seeking self fulfillment. Through their contemplation and meditation,
individuals often sought the meaning of existence and death (Feifel, 1973;
Kalish, 1985).

Ii

20

Since the end of the 1970s, many articles, films, books and programs have
covered the topic of death, yet there remains concern that there continues to
! be a denial of the reality and the emotional impact of death. Early efforts
in death awareness focused on the emotional power of death. Now, although
there are many academic courses on death and dying, these course may serve to
deny the emotionality of death, dying, and grief by compartmentalizing the
' concepts into neat little cubbyholes (Kalish, 1985; Kastenbaum, 1982).
To emphasize this point, a parable has been told about a horse sitting in
the middle of the dining-room table quietly munching as guests arrived for
dinner. Uneasy with the situation and not wanting to upset the guests, the
j

host made no reference to the horse. In turn, the guests, not wanting to
upset the host, said nothing about the horse. Consequently, dinner was eaten

i

in silence, with both the host and the guests so overwhelmed by the presence
of the horse that they could not carry on a conversation or enjoy each other's

|

company. In an atmosphere of uncomfortable politeness, no one dared to
j mention the horse.

The horse in this parable represented death (Kalish,

1985). Unfortunately, this parable is often close to reality. Stanley
Keleman (1974, p. 59), relating his feelings about the death of a friend
during his youth, wrote:
I

i

I

I remember all of us—his friends, his brother, his mother—
bravely living the pretense of his getting well. I remember
the jokes we made to cheer him up. The brave, smiley stuff.
Then we would all agonize outside his room. We shared the
terrors of his fate but couldn't express our fears. I have
often wondered if my friend died thinking we didn't care or
couldn't feel. Even as I tell this story I begin to feel
sad at not sharing his fear with him, and my fear with him.
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Attitudes tcward death and dying may vary according to the age of the
dying person. Individuals may hold ambivalent feelings tcward older dying
people. Family may try to reassure each other and perhaps the patient also
that he has lived a good life and that it is time to go. Yet they may still
interact with the patient as though he is not dying. The elderly patient, in
an atmosphere where everyone pretends that he is not dying, may feel
obligated to pretend also in order to make his dying as comfortable as
possible for the people around him (Epstein, 1975)«
Deaths occurring to individuals in the middle adult years are usually
more difficult to cope with for other adults. Care givers and survivors of
similar age may find it difficult to interact with these patients due to a
feeling of identification. Feelings of identification may increase anxiety in
the care givers. These feelings may also cause the care givers to be less
likely to test the accuracy of their perceptions about the needs of the dying
patient, assuming that their needs would be similar to their own (Epstein,
1975).
Death of an infant is extremely difficult for both parents and care
providers. Loss of an infant is one of the most tragic and devastating
experiences that a family ever endures. Many hospitals have initiated
support groups for grieving parents. One hospital identified that support
needed for the staff also. After observing the nursing staff, it was found
that the staff members had differing approaches to providing care to mother
who had lost infants. Although all provided excellent physical care, only
some provided emotional support. Some nurses had difficulty even menti

ng

22

the loss to the parents (Mina, 1985).
It has not been unusual for nurses to still hold seme of the attitudes
and anxieties which are common in the society at large. Nurses, living in a
society "that tends to deny, avoid, and, when possible, hide death," are
confronted with situations where they must interact with dying persons and
grieving families (Milton, 1984, p. 298). Nursing education typically has not
trained nurses to cope with the emotional impact of death and grief in a way
significantly superior to that of non-nurses. The result has been observed to
be defensive behaviors such as avoidance of the dying patient (Milton, 1984;
Welch-McCaffrey, 1984).
Kubler-Ross (1969), in her study of over 200 dying patients, observed
that the attitudes of health care professionals toward death and dying were no
longer those of considering death a natural part of life, but involved a
depersonalized fight to prevent death. Emphasis had shifted from concern for
the peace and dignity of the dying to the performance of physical aspects of
care. Kubler-Ross suggested that this may be one method whereby the health
care professional can cope with or repress the anxiety that death and dying
can instill in the caregiver.
Is our concentration on equipment, on blood pressure, our
desperate attempt to deny the impending death which is so
frightening and discomforting to us that we displace all our
knowledge into machines, since they are less close to us
than the suffering face of another human being which would
remind us once more of our lack of omnipotence, our own
limits and failures, and last but not least perhaps our
own mortality? (Kubler-Ross, 1969, P- 8).
Kubler-Ross (1975) stated that the hospital and its culture considers
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death taboo, in support of this she stated, "In the hospital, patients do not
die, they expire. Patients do not die in the operating room; rather the
patient is lost on the table " (p. 10). Speaking in this manner suggests that
the nurses and other staff members distance themselves from the presence of
death in a form of denial. Hospital staff members tend to support the patient
for maintaining denial because it serves to protect the staff members from
becoming involved and from facing their own feelings. This mutual denial
protects the staff members from the need to communicate with each other, the
patient, or the family.
During her studies with hundreds of dying patients, Kubler-Poss (1969)
found that although seme health care providers shared her concern for the
dying, others did not. Many doctors avoided the issue by not visiting the
terminally ill patients during their hospital rounds. Nurses tended to be
more divided, with some feeling anxious caring for the dying and some feeling
a need for more attention to the dying.
Other more recent studies have supported the findings of Kubler-Ross.
Despite the increase in interest and literature related to death or grief,
many nurses continue to have difficulty interacting with dying patients and
offering support to the patients and their families. In a study by Graham and
Livesley (1983), the researchers interviewed 91 hospital staff members. These
staff members had cared for alert, older, terminally ill patients prior to
their recent deaths. Of the 91, 45% stated that they were aware that the
patients had known the clinical diagnosis and 42% knew that death was
imminent. Yet only 18% had taken time to discuss the diagnosis with on
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i the patients, and only 14% said that they had ever discussed death with one of
the patients or the families.
In another study, Chodil and Dulaney (1984) studied the attitudes and
values in the critical care area. The subjects were asked to examine their
beliefs, values, attitudes, and experiences related to death and dying both
before and after a one day workshop on death and dying. Subjects coupleted
the Death Anxiety Scale and the Death Questionnaire before the workshop and
again at three intervals fol lowing the workshop. Although the sample size was
too small to allow generalizability, the researchers did collect significant
information on the attitudes of experienced nurses. These experienced
j

critical care nurses, exposed to death more often than other nurses may be,
still found coping difficult, especially with an unexpected death or death of
the young. Several of the nurses stated that they coped through dissociation
and detachment from the person and the situation. Only two stated that they

; were ever able to talk about the deaths.
Avoidance behaviors in nurses such as those described above may be
contributed to by adaptive mechanisms. The first is an over-identification
with the patient. The nurse identifies personally with the patient and tends
! to lose objectivity. Sympathy predominates, objectivity and a sense of
direction are lost, and the nurse takes on the patient's burdens. The second
is a process of detachment and under involvement. The nurse, feeling high
: levels of anxiety and negative attitudes, is unable to emphasize with the
patient for fear of over involvement. Both adaptive mechanisms increase
' avoidance behaviors on the part of the nursing staff which, in turn, increase
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the emotional turmoil for the patient and family. The decreased interpersonal
contact increases the patient's fears of social isolation (Welch-McCaffrey,
1984).
Golub and Reznikoff (1971) conducted a study comparing the attitudes of
70 student nurses to those of 8? graduate professional nurses on various
aspects of death and dying.

An intragroup comparison was also conducted with

the graduate professional nurses according to age, nursing speciality area,
nursing education and experience. The results of the study revealed no
statistically significant difference in attitudes based on nursing speciality
or years of nursing experience even though in some specialty areas of
nursing the nurse is more likely to encounter death more frequently than in
other specialty areas. The study also indicated that graduate nurses have
attitudes that differ from students and that this difference is present in the
younger and less experienced graduates as well as the older ones. The
researchers concluded that it is likely that the influence of nursing
experience in forming attitudes toward death takes place early in the nursing
career, most likely during the student years. Further, these initial
attitudes formed by students or young nurses are likely to remain
comparatively stable throughout their nursing careers, tte results of this
study indicate the need to support th. sttxlent in adaptation to the role of
professional nurse aid assumption of attitudes reflecting openness and empathy
toward the dying patient and the grieving family.
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Patt ems of Behavior and Coping
When working with terminally ill patients and patients or families
experiencing significant loss, the nurse will encounter a variety of
responses. Some patients may be prepared to face death or loss, while some
may deny the fact that it is imminent. Sore individuals may want to talk,
while others wish to remain silent. Some will demonstrate feelings of fear,
anger, guilt or stoicism. Occasionally, an individual may prefer to be left
alone. However, many fear being alone most of all. There are no set rules of
behavior for patients while dying or facing life-shattering loss, nor for the
behavior of their families. However, there are seme general patterns of
behavior surrounding death and loss that have been identified. If nurses and
other health care professionals are aware of these patterns, they will be more
able to understand the patient's or family's behavior, and, therefore, more
able to meet their needs.
Elizabeth Kubler-Ross (1969), after interviewing over 200 dying patients,
compiled a summary of what she had learned from her studies in terms of
behavior patterns and coping mechanisms used at the time of terminal illness.
She divided the observed behaviors and coping mechanisms into five flexible
stages. Most patients were observed to work through some or all of these
stages before their death. Although the following description of stages are
approached for the most part from the viewpoint of the dying patient, the
families anticipating or experiencing loss were also observed to experience
similar stages. Although there was an observed trend in the order that these
stages were experienced, all patients and families did not necessarily follow
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this order.

In addition, in many cases, patients or grieving families would be

observed to move from one stage to another, then later return to a prior
stage.

Kubler-Foss did not intend these stages to be a concrete and specific

sequential series that the dying person or grieving family must pass through.
They should, therefore, not be interpreted as absolutes (Martocchio, 1982).
Similar patterns have also been observed in individuals experiencing loss of a
body part or body functioning.
The initial reaction in most cases observed by Kubler-Ross tended to
be a sense of shock and denial.
as, "No, not me.

Many patients would make statements such

It can not be true."

This reaction tended to occur

whether the patient was told the diagnosis outright at the beginning of
the illness or was left to conclude this fact on his own.

This stage

tends to occur not only at the beginning of the realization of impending
death, but also recurs at various points throughout the illness.

If it

occurs only occasionally and is short in duration, this coping mechanism
is not necessarily harmful.
uncomfortable situation.
time.

It allows the individual to deal with an

It is difficult for one to face death

Denial acts as a buffer which allows one to collect oneself and to

mobilize other less radical defenses.

Prolonged, complete dental may

hinder the patient from seeking medical assistance or from ccmpl
business with the family.

ing

Another potential problem with denial is that

the patient may accept the impending death, but the famili
denial. This prohibits the patient fron talking with his family about the
things which are uppermost in his mind.

The situation become
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pretense or silence.

Either choice places a wall between the individual

and the comfort of a caring and understanding family (Epstein, 1975).
The second stage identified by Kubler-Ross was anger.

Irritation,

resentment, or even rage could be observed at times in the behavior of the
dying patient or those experiencing loss.

Khen anger is displayed by the

patient, it is very difficult for the family to cope with or understand.
It is important that the family be reassured that many dying or grieving
individuals experience anger, and that it is usually projected into the
environment almost at random.

However, the dying individual still needs

the love and support of the family members.
The third stage identified was bargaining.

Patients and families

anticipating the death sought ways to make some sort of agreement to
postpone the inevitable.

Often bargains were made with God and held

secret until mentioned at some point to a close friend or the chaplain.
Some patients would express a desire to make a deal with God in exchange
for good behavior.

Others would offer part or all of their bodies to

science if the doctors would use their knowledge of science to help extend
their life.

Early in the illness, the wish would tend to be for an

extension of life.

As time and the illness progressed, the wish tended to

be for a few days without pain.
The fourth stage identified by Kubler-Ross was depression.

At some

point, the individual was no longer able to deny the impending death, and
anger was eventually replaced by a great sense of loss.

During this

stage, the individual felt the full impact of changes in body image,
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financial burdens, loss of job, loss of social or sex role functions, arid
loss of anticipated or planned for future events.
The final stage described by Kubler-Ross was acceptance.

If enough

time elapsed before death, most patients were able to reach some degree of
acceptance.

Individuals reaching this stage had previously had the

opportunity to express their feelings and to mourn their own impending
losses.

Many felt a certain degree of quiet expectation.

At this point,

the patient may seem almost void of feelings, and ccfrrreinications may
become more non-verbal than verbal.

As the patient's circle of interest

diminishes, the family may need more help, understanding, and support than
the patient himself.

The patient is often comforted by the silent

presence of a family member, clergyman, or nurse at the bedside.

This

reassuring presence confirms that someone will be present with them until
death.
Other authors have made similar studies and classifications of
behaviors occurring during terminal illness, loss, or grief, yet all share
similarities with those established by Kubler-Ross.

Kavanauah (1974)

described a model consisting of seven phases in an individual's
bereavement process after the death of a loved one.

Another author

described a three stage model of bereavement consisting of protest,
disorganization, and reorganization (Barry, 1984),

Giacquinta (1977)

studied over 100 families facing the diagnosis and treatment of cancer for
a member of the family.

From her studies, Giacquinta developed a model of

stages and phases for the systematic description of the functioning of
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family members and the needs of the family likely to occur at each phase
of loss and adaptation. Giacquinta cautioned, as did Kubler-Ross, that such
a model could be misused to "stereotype and reduce the complexity of human
behavior and to distance health professionals from the uniqueness of their
clients" (p. 1586). Instead, the purpose of such models should be as a
starting place to help identify the complex needs of the individual and
the family.
Health care providers in the field of maternal-child care have noted
similar reactions of loss and grief in parents following the birth of a
child which varies significantly from normal. During pregnancy, the
parents tend to fantasize a perfect child. When an infant is born with
significant anomalies, the sudden loss of the ideal anticipated child
brings on a grieving reacrtion with stages similar to those described by
Kubler—Ross and others (Waechiter, Phillips, & Holaday, 1985).
As patients and their families move through these various stages or
phases of loss and grief, whichever model to which one may ascribe, their
perception or interpretation of the situation changes. Accordingly, their
perception of their role within the situation also varies. Benita
Martocchio (1982) conducted a two year study of interactions between dying
patients, their families, and health care providers. Observations were
made regarding the roles assumed by the interactors and the negotiations
i

for mutual agreement about the situation surrounding the patient. Because
there was little structure or consistancy in the situation, and because
there was change in perceptions of both patients and families, there was
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found to be continual searching for rules of behavior and negotiation for
identities and roles.

As circumstances changed, agreements might be

reached, only to be revised later or discarded, and then perhaps renewed.
Martocchio also stated that the old and the young were observed to
have less opportunity to have active roles than did the middle aged.
Typically, the roles of patients under 20 years of age were determined by
the parents. Children were denied access to information which would allow
them to recognize or verify the seriousness of their illness or their
dying state. Elderly patients were also denied the opportunity to have an
active role. Other interactors were found typically to ignore the
requests of the dying elderly. The other interactors either interpreted
the process of dying as part of aging or did not acknowledge that the
process of dying was occurring at all.
In considering the role of the health care provider specifically,
Martocchio (p. 141) stated:
Role strain also arises from the incongruity created by
the traditional emphasis upon professional detachment
and the goal of personalized care. Dying patients and
their families are comforted by and reward nurses for
a warm, individualized and informal approach...Nurses,
and other professional health care providers, including
physicians, may be criticized for being too cool and
^
too detached' as well as being "too emotionally involved.

Needs During Death and loss
The nature of death and dying has changed over the years with the
advances of medicine and biomedical technology. The pattern of illness

I

and death has shifted from acute infectious diseases to chronic
conditions. With this shift there is now usually a period of illness

1

preceding death. This pattern is true for many forms of cancer,
autoimmune diseases, cardiovascular disease, other progressive diseases,

'

as well as for the aged (Martocchio, 1982). As the patient and family
proceed through this period of illness preceding death and as the family
attempts to adapt to life following death, numerous needs arise which can

j

be addressed by health care providers, clergy, and other support persons.
The truth about the nature and course of a disease can not be

i

predicted with absolute certainty. Health care providers convey knowledge
as they perceive it and the patient and the family perceive what is told
them through the filter of their experiences, feelings and expectations
(Fromer, 1981). Because of the uniqueness of the focal, residual, and
contextual stimuli of each individual, coping and adaptation of each
individual to new life circumstances and stresses will involve unique
needs and interventions. Several needs, however, do seem to be held in

i

common by the dying and/or the surviving.
One need experienced by many dying patients is the need for hope.
Although few patients continue to actively cling to false hopes until
death, many harbor a glimmer of hope for some last minute cure or miracle
drug. Some may hope that the suffering will have some meaning and pay off
in some way if it can be endured for a little longer. As the process of
dying continues, the hope may change to a hope for a few days without
pain. Patients were observed by Kubler-Ross (1969) to be nourished by
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this little bit of hope during difficult times. If the patient totally
stops expressing any hope, this may be a sign that death is inminent.
In the past, it was questioned whether dying patients should be informed
of their prognosis. Although informing the patient is becoming more the
standard of practice at this time, there are still doctors or families
reluctant to share this information with the patient. The irony of this
silence is that dying patients eventually come to an awareness of their
condition even if they have not been told directly. With this knowledge, they
may lose confidence in the doctor who evaded the truth or did not help them
while they still had time to get their affairs in order. In addition, unless
there is open cormrunication about dying, there will be an attempt by all
involved to maintain the fiction that the patient will live. This pretense
emotionally isolates the patient from the people around him and thereby
increases his suffering (Epstein, 1975; Kubler-Ross, 1969). Keleman (1974,
p. 62) stated, "Nobody talks about this, but dying persons end up being dead
before they axe dead. They are alienated, cut off frcm social reality. They
are our living dead."
One of the most commonly expressed needs of the dying or grieving is the
company of someone willing to share their thoughts, feelings, and fears.
Facing death is facing the unknown. If this must be done without the familiar
persons or props which normally support an individual during stresses or
changes, the unknown becomes that much more frightening. Perhaps the most
important thing that a nurse or other support person can communicate to a
dying patient or grieving family member is that someone is ready and willing
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to share some of his fear and feelings.

Epstein (1975, p. 139) stated,

"...the important thing seems to be to demonstrate caring, by touching, by
holding, by being there..."

To offer this type of support to the dying or

grieving requires a certain degree of maturity on the part of the care giver
which is best gained through experience.

Kubler-Eoss (1969, p. 240) noted

that care givers need to "...take a good hard look at our own attitude toward
death and dying before we can sit quietly and without anxiety next to a
terminally ill patient."
Raymond Carey (1975) conducted a study to determine what factors predict
which patients will best cope with dying and what health care providers can do
to make life more meaningful for dying patients. Carey found that the
important factors in predicting emotional adjustment were the level of
;

discomfort, previous close contact with a person who was dying, and continued
close relationships with caring persons.

The most frequently expressed

anxieties were fear of being a burden to others, being separated from
meaningful relationships, and experiencing a painful death.

In this study,

Carey identified four main sources of help for patients in reaching emotiona
I

adaptation. These sources were (a) religious faith, (b) continued close
contact with a spouse or family member, (c) past inner strength of the patient

I

himself, and (d) health care providers who were honest yet supportive.
Another study of the needs of dying patients was conducted by the
Visiting Nurses Association (VNA).

I

The study was conducted as the Via found

increasing need to provide supportive care to terminal patients i
homes. The VNA sought assistance from a selected group of tertrunal patien
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to determine personal qualities that were most helpful to them in meeting
their needs. Among the qualities which were identified were the following:
1. The caregiver should be natural, flexible, warm, supportive, and
empathetic.
2. Health care providers should recognize death as a part of life's
experience and be willing to explore his or her own reactions to death and
dying with the patient or family.
i

3. Those involved in the care of dying patients should understand that the
patient may need to give as well as receive and to choose rather than have
choices made for them.
4. A support person must be a good listener and must also maintain
confidentiality for the information received.
5. As a support person, the visitor must not try to replace the family
members, but rather join the experience as a friend.
In attempting to meet the needs of the dying patient in a meaningful way,
one must also address the needs of the family. Family reactions contribute
i

significantly to the patient's response to illness. As does the patient's,
the family's needs and their perception of the situation will change from the
onset of the illness until death. Heaver, the family's needs and concerns
will continue long after death has occurred. Those experiencing loss often
feel the need to put on a false front that all is well. Western culture
rarely tolerates a grieving person's expressions of loss for longer than a few
weeks. Society commends the bereaved person who "holds up well" and displays
little emotion. It. is frequently the caregiver's discomfort with the
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anticipatory grief of the patient and the family that causes distancing and
avoidance to occur (Barry, 1984).
Kubler-Ross (1969) identified some factors which would help families
during and after death.

The most important factor was for the nurse, clergy,

or other caregiver to be available and accepting.
cry, or scream if necessary.
ventilate.

Allow the family to talk,

Permit them to share their feelings and to

Let them work through their feelings whether those feelings are

rational or irrational.
the deceased, or God.

The family may need to vent anger at the caregivers,

The acceptance by the caregiver of this anger will help

the family make progress toward acceptance of the death without guilt.

If,

instead, they are blamed for venting or for expressing thoughts which are
socially poorly tolerated, their grief may be prolonged and laden with guilt.
Joyce Strom-PaiJcin, herself a Registered Nurse, shared her feelings and
observations regarding the support she received from other nurses after the
accidental death of her 14 year old son.

Her son, injured in a car accident,

was kept alive for three days in the intensive care unit before brain death
was confirmed and life support measures discontinued.

Strom-Paikin (1984, p.

;

29) stated that she gained support from the concern of the nurses which was

I

expressed in various ways.

The nurses allowed the parents to sit at the son s

bedside during most of the day and encouraged them to hold -his hand, talk to
him, and cry.

"But they helped

us most by openly expressing their feelings

of frustration, anger, sorrow, helplessness, and guilt at riot being able to
do more."
Another nurse-author wrote from both personal experience as a recent

widow and from her observation of other grieving families. Jo-Ann Megerle
(1983, p. 893) stated.
The time that is important to them is new and tomorrow and
maybe next month. Perhaps that is why it is so difficult
to bear those who march into the room—armed with the Bible
under one arm and Kuhler-Ross's Death and Dying under the
other...
Megerle went on to say that survivors find little comfort if caregivers can
only offer promises for the future or platitudes and cliches such as "it is
God's will" or "it is hard for us to reason why." More helpful are the
' concrete, though seemingly small, things such as a cup of coffee or lunch with
an open and receptive staff nurse, or friends offering to care for the
children and home. Most important was to have someone always nearby. Family
members may want to talk or confide in someone, or just have their presence
nearby..
The death of a child or infant may be one of the most difficult
situations that a family or a caregiver will encounter. The death of a
newborn infant imposes a severe stress upon a family. Expectations of birth
1

and joy are replaced by loss. One intensive care nursery established a
follow-up program in which parents were interviewed three weeks after the
death of an infant and again at three months. Results of the interviews
indicated that certain activities within a supportive environment helped
parents to cope and to adapt during the time of loss and grief (Wooten, 1981).
In accord with the identified needs of the parents, the protocol was

I

established to give parents the opportunity, if desired, to:
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1) touch and hold their infant while he is alive, even if the infant is on a
respirator;
2) take pictures of their infant, before or after death;
3) discuss in an open manner the funeral arrangements for the infant, before
or after death;
5) touch and hold the infant in privacy after death; and
6) bathe their infant after death.
Benfield, Leib, and Vollman (1978) conducted a study of parents'
attitudes, feelings, and behavior experienced after the death of a newborn
infant. These findings were related to various factors including whether or
not the parents had participated before death in infant care and in decisions
about respirator care. Parents completed a questionnaire measuring feelings of
sadness, loss of appetite, inability to sleep, increased irritability,
preoccupation thinking about the baby, guilt, and feelings of anger. The
parents were then given a grief score.. Grief scores were not significantly
related to birth weight, duration of life, extent of parent-infant contact,
previous perinatal loss, or parental age. However, the parents participating
in decisions to terminate respirator support to their infants were found to
have fewer problems with some of the grief score items. Ihis may be
influenced by the fact that when parents anticipate terminating care, they
must grieve to some extent before the infant's death. In addition, when the
health care professionals allow parents to participate in decision making,
the parents feel less helpless, they feel they have protected their infant
from futile treatment, and their self-esteem is elevated.

39

The researchers concluded that the parent's grief response to neonatal
death may depend more on the compassionate concern of care givers than on any
other single factor. They also recommended that care givers should avoid
measures to suppress or postpone a parent's acute grief response, such as
giving tranquilizers or antidepressant drugs, since these measures fray prolong
the eventual course of grieving.
It has been suggested that grieving mothers not only grieve the loss of
their child, but also the loss of their mothering role (Wong, 1980). Mothers
in their grieving must adapt to the loss of an actual or an anticipated role.
After working over a period of years with 15 grieving mothers, Wong (p. 389)
identified the following long range interventions which help mothers
accomplish grieving successfully:
1) preparing the mother for anticipating the normal feelings of emptiness,
loneliness, and sometimes failure;
2) helping the mother re-evaluate her role as parent and spouse, stressing
that feelings of estrangement and detachment are a part of giving up the lost
child and must occur before she can re-establish emotional relations;
3) encouraging her over time to explore reinvestment of time and energy into
activities that utilize her talents, interests, and qualifications; and
4) supporting her as her role changes,, especially in communication between
family members who are affected.
Grieving is the first task for parents of an infant bom critically ill
or with anomalies. Resolution of grief for the lost "perfect" child preceoes
the ability to develop acceptance of the real "imperfect child or any
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decisions regarding the infant's care. Whether the child is premature, is
I

ill, or has a defect, the parents will experience a great sense of loss and

J

their needs and responses will be similar. Parents will experience stages of

I

grief similar to those described by Kubler-Ross. However, since the condition

'

may be long term, the grieving process may also be prolonged and the parents
may fluctuate among the various phases of the grieving process (Opirbory,

I

1979). The predominant feelings tend to be those of anger and depression.

1

These are frequently accompanied by feelings of failure and shame. The
parents are very conscious of the non-verbal cues of those around them that

!

witness their grief. The parents need a permissive atmosphere for their

I

grieving, support and counseling to facilitate completion of the acute

1

grieving process (Opirhory, 1979).

I

i

Communication Skills
Once a patient becomes aware of his illness and prognosis, time is needed

j

to assimiliate the meaning this will have for his life and for his family.

I

The patient and family members may have rrany questions to ask, feelings to

'

discuss, and frustrations to vent. Fear, emotional turmoil, stress, and lack

I

of medical knowledge may make it difficult for the patient

family

express themselves fully. Active listening and sensitivity are needed to
understand the verbal and nonverbal messages which are offered. Since the
,

patient has needs and wants that he may not be able to put into
adequately, the nurse needs skill in recognizing unverbalized or poorly

'

expressed needs. Unfortunately, nany nurses do not learn to pay attention and
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listen. Anxiety may make it difficult to say what is intended. This may be
true with any direct comnunication, but much more so with direct communication
of topics which are considered taboo or which are laden with emotions
(Bernstein & Bernstein, 1980; Epstein, 1975).
In teaching comnunication and interview skills to health care students,
Lewis and Rosalyn Bernstein (1980) noted that medical and nursing students who
had mastered skills of acceptance and understanding with most patients
encountered difficulty when assigned to interview a dying patient. These
students would "freeze," become confused, leave the bedside as soon as
possible, and have difficulty reporting information gathered from the
comnunication.
Nurses need to identify how their attitudes and emotions affect their
ability to comnunicate. In addition, specific comnunication skills need to be
learned. Nurses must be willing to take time to listen to what is being said
as well as how it is said. It is necessary to listen not only to the content,
but to listen to what is not being said and to listen with the eyes to
nonverbal clues (Lancaster, 1983; Faudsepp, 1984).
Once the nurse has received the verbal and nonverbal messages from the
patient or family member, a verbal or nonverbal response can be offered.
Bernstein and Bernstein (1980) described five different types of verbal
responses. Pour of these five lead to undesirable or counterproductive
consequences. The fifth type of response would be considered productive.. The
first type of response was referred to as an evaluative response. Using this
type of response, the nurse makes a judgement of the patient s feelings or
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actions. This response might also inply how the patient ought to feel or what
he should do. The second response was called a hostile response. Using this
type of response antagonizes or humiliates the patient. The third response,
called the reassuring response, was described as one in which the nurse, in
effect, denies that the patient has a problem and suggests that he need not
feel as he does. Fourth was the probing response. This type irrplies that the
patient needs to give more information so that the nurse will be able to offer
an answer or solution to the problem. The final type of response described
was the understanding response. This type was defined as one in which the
nurse attempts to fully understand the patient's point of view and to
communicate that understanding to the patient.
The understanding response can be mastered and, with self-awareness of
one's own attitudes towards death, used effectively with dying patients.
Practice in listening and the understanding response can be learned and
practiced in a simulated setting prior to use in a real situation (Epstein,
1975).

Death Education

Although it is possible to learn comnwnication skills, to practice them
in a simulated setting, and to examine one's own attitudes related to aeath,
this process has not been emphasized in most nursing education programs.
Textbooks may describe physical terminal care and briefly discuss aspects of
loss, but most textbooks stop short of dealing with the nurses' beliefs,
attitudes, and anxieties surrounding death and loss (Epstein, 1975).
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Information gained from others is important in that it may keep the student
from making the same mistakes as scxneone before them. Many nurses have
started learning about interaction with dying patients and their families
while on the job, without the benefit of the experiences of others.. However,
the nurse may soon develop a feeling of inadequacy in the situation and begin
a pattern of avoidance.
j

In addition, if knowledge can be gained from others'

experiences, the patients will not have to experience the inadequacies that
have already been resolved once.

I

However, at sane point, the students or nurses must go beyond second hand
information to recognize attitudinal and emotional tendencies and discomforts

i

within themselves. It is necessary to contemplate one's cwn death and come to
terms with some of the feelings invoked. Simulations or guided experiential
learning situations can assist students in anticipating their cwn reactions and
the reactions of others.
When Kubler-Ross (1969) conducted her original studies, students
participating in the seminar felt that they needed either simulated experience
or actual experience with the help of an experienced caregiver before having
the responsibility for the care of a dying patient on their cwn. Therefore,
Dr. Kubler-Foss conducted her seminars behind a one way mirror. This gave the
students a chance not only to observe interaction skills used with a dying
patient, but also to become aware of the feelings and attitudes which this
I

process aroused within themselves.
The attitudes of nurses toward the care of dying patients may be
considered strong predictors of clinical behaviors (Milton, 1984). Because

i
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attitudes are believed to influence care, a study was conducted at one
university nursing program to identify specific concerns about earing for
dying patients.

It was believed that the curriculum could then be modified to

include these topics and deal specifically with these concerns.
i

I

Through

influencing the attitudes and concerns of the students, the faculty sought to
improve the clinical care and support given to dying patients.

A

questionnaire was completed by all final year nursing students dealing with
concerns or anxieties related to care of dying patients.

The concerns studied

were (a) provision of physical care for the dying patient, (b) provision of
emotional support for the dying patient, (c) provision of emotional support
for grieving families, (d) maintenance of composure, (e) psychological effects
upon self including grief reactions, and (f) postmortem care.

The results

indicated that while all categories had some responses indicating concerns in
that area, the largest frequencies were found in the categories which dealt
with the provision of emotional support to the dying patient and to grieving
families.
In another study, Coolbeth and Sulivan (1984) examined student nurses'
attitudes toward death and dying to compare the effects of academic exposure
and personal exposure to death.

The attitudes of 72 senior and 43 sophomore

nursing students were assessed using a modified version of Hopping s Death
attitude Indicator.

The curriculum consisted of lectures, panel discussions

by faculty, reading assignments, and small group seminars.
dying patients as part of clinical assignments.
available for one-to-one counseling as needed.

Students cared for

Members of the faculty were
The results of the study
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indicated that personal exposure produced unpredictable results which were not
significant on testing. However, academic exposure through the curriculum
i described lead to significantly more positive attitudes to/ard death and the
dying patient. Ibis study supported the previous work of Yeaworth, Kapp, and
Winget (1974) in which the attitudes of 108 freshmen and 69 seniors in a
baccalaureate nursing program were compared using the Questionnaire for
Understanding the Dying Person and His Family. The later study also revealed
that significant shifts in attitudes about death and dying can result from
nursing education and clinical experiences.
Schrock and Swanson (1981) conducted a study of the effect of clinical
experience in caring for the dying patient on student nurses' fear of death.
The Collett-Lester Fear of Death subscales were used to compare the fear of
those having had clinical experience in caring for patients who were dying
with those having had no clinical experience. The results revealed a
i

statistically significant difference in subscale scores.
Death anxiety has also been studied in relation to death education
(Murray, 1974). In this study, registered nurses were studied prior to a
series of inservice classes on death and dying, upon completion of the series,
and one month later. The classes consisted of lecture-discussion, audio
visual presentations, group dynamics, role playing, and sensitivity exercises.

! It was found that the nurses had lower anxiety after the series and lower yet
anxiety after one month.
Swain and Ccwles (1982) conducted a study of the long term effects of an
undergraduate elective course in death, dying, and bereavement. Ihe one
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semester course consisted of lecture, discussion, self-evaluation, and
experiential methods. The enrolled students and a control group completed tie
Shneidman's You and Death Questionnaire and the Collett-Lester Fear of Death
Scale. The surveys were completed before and after the course. Some areas
revealed no change as compared to the control group. However, more in the
experimental group had given thought to their feelings related to their own
death. An evaluative survey was mailed to all students who had taken the
course over the previous eight years. The results indicated that the most
gains had been in the areas of (a) identification of coping mechanisms useful
in dealing with the life crises of dying and bereavement, (b) description of
developmental stages of dying, and (c) identification of personal beliefs and
attitudes related to death, dying, and bereavement.
White, Gilmer, Sandal, and Napoli (1983-84) attempted to determine what
type of approach would most effectively reduce death anxiety in student
nurses. Student nurses were divided into (a) a desensitization group, (b) a
relaxation-only group, and (c) a no-treatment group. All three groups were
tested before and after treatment using the Tempiex Death Anxiety Scale and
the Revised Livingston and Zimet Death Anxiety Scale. The results indicated
that both the desensitization group and the relaxation group showed
significantly reduced death anxiety scores. The no-treatment group shwed no
change in pre arid post test results.
Mullins and Merriam (1983) conducted a study to examine the effects o. a
two day training program on nursing heme nurses attitudes and anxieties
related to caring for dying patients. It was thought that exposure to

information on death and dying would result in more positive attitudes toward
the elderly patients and in a change in anxiety about death. Actually, this
study showed an increase in anxiety. The researchers suggested that a
temporary increase in anxiety regarding death may have resulted because the
workshop stimulated the nurses to spend more time considering their own
demise. It may also have stimulated an increase in empathy with those around
them who were facing death.

Summary of Related Literature
This review of the literature has addressed various factors related to
nurses' interactions with patients and families experiencing death, loss, and
grief. These factors include general societal attitudes toward death, loss,
and grief which influence the initial attitudes of student nurses; patterns of
behavior and coping identified during dying, loss, and grief.; the needs of the
dying patient and the family; and the need for effective communication skills
in care during death, loss, and grief. This review also summarized various
death education programs and studies addressing the attitudes and anxieties of
nurses and student nurses.
The literature reveals numerous accounts of the need for open, flexible,
and sensitive care and communication during a stressful and frightening
encounter with the unknown. This need is the need of not only the patient and
;family, but also of the student nurse adapting to the role of caregiver in a
challenging, sensitive, and personal situation. Changing situations,
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perceptions, and roles conpound the complexity for all the interactors and
often lead to avoidance behaviors on the part of the nurse. These avoidance
behaviors serve to deprive the patient and family of needed support and
personal contact.
Studies have demonstrated that various approaches to the influencing of
nurses' attitudes and anxieties regarding care of the dying and grieving have
demonstrated positive results. Self-awareness of one's attitudes and
anxieties helps to develop a maturity and a security needed to make oneself
open and available to share in the death process and grief with another human
being. In addition to self-awareness, corrmunication skills, information from
other's experiences, and experiential learning help the student to overcome
anxieties and adapt their attitudes and actions to better meet the needs of
the patient facing death or loss and the grieving family.

Chapter 3

METHODOLOGY
The two preceding chapters have dealt with the statement of the problem
and the review of the related literature. Chapter 3 includes the design of
the study, the setting, sample selection, instrumentation, and the procedure
for the collection of data.

Research Design
The purpose of this study was to determine if academic and experiential
learning could influence the clinical performance of student nurses and the
degree of empathy and openness of the student nurses' stated attitudes toward
those experiencing or anticipating death, loss, or grief. A time series
design was used to determine the relationship between a relevant workshop and
student nurses' stated attitudes toward individuals experiencing or
anticipating death, loss, or grief. The workshop was used to explore the
students' self-awareness of values and attitudes and to develop a repertoire
of interpersonal skills to be used with patients and families experiencing or
anticipating loss or grief. The workshop, in addition to knowledge aquisition
and attitude exploration, alleged for practice, positive reinforcement, and
support of the student nurse during a time of adaptation to a new role.
Stated attitudes were measured prior to the work«h™ ,
,.
worKshop, immediately after
the workshop, and again approximately 8 weeks after the workshop. With
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attitudes reflecting openness and empathy and a repertoire of interpersonal
skills, it was hypothesized that the student would be better equipped to
provide care during loss and grief. It has teen identified that the attitudes
of nurses toward nursing dying patients may be considered strong predictors of
clinical behavior (Milton, 1984). To observe this, selected students were
also given clinical role experience in the care of critical infants and/or
grieving families. This clinical opportunity occurred between the second and
third testing of the time series design.

Setting
The study was conducted at a local cormmity college in Stanislaus
County. Stanislaus is a rapidly growing county with a population of
approximately 303,000. Stanislaus County, located near the geographic center
of California, is predominately an agricultural contrunity having related
industries such as canneries and food processing plants. Stanislaus County
has an ethnic mix of 72.3% white, 14.6% Hispanic, 1.2% black, and 11.9% other.
The corrmunity college at which the study was conducted offers an
Associate of Arts Degree program in nursing. The four semester program
prepares its graduates for licensure examination to become a Registered Nurse.
It is the only generic nursing program in the county and also serves students
from several surrounding counties.
Clinical experience was provided for the case studies through one of the
four acute care hospitals in Modesto.

Modesto, the largest city in Stanislaus

County, has a population of 133,000. The hospital used in this study vas
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chosen because it. has a high risk maternity center with an intensive care
nursery (ICN) .

This hospital is staffed and equipped to care for most high

risk mothers and infants.

Premature or sick infants born in surrounding

hospitals not equipped for intensive care are transported to this hospital.

Sample Selection
Forty-two third semester nursing students were asked to participate in
the study.

Third semester students were selected for three reasons.

First,

they have already received their basic course content in death, loss, and
grief.

This minimized the potential extraneous variable of the academic

material being covered in another class. Second, during the third semester of
this program, the students receive their academic and clinical experience in
maternity nursing.

The clinical experience occurs at a local hospital with an

ICN where students have opportunity to apply the concepts learned in the
workshop.

Third, during the third semester, the students also receive

academic and clinical experience in mental health nursing.

Half of the

students begin the semester in maternity and half in mental health.
term the students rotate.

At mid

By repeating the data collection with both groups

of students, it was possible to obtain a comparison of attitudes between
students having had prior instruction and experience in mental health skills
and those with no prior mental health experience.
All students enrolled in the maternity nursing course during both
rotations of the semester were asked to participate in the study.
Participation in the workshop was required as part of the course curriculum.
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However, corslet ion of the questionnaires was voluntary.

In order to minimize

distortion in responses and increase participation, subjects were assured that
the questionnaire scores had no bearing on their course grade and that their
answers were confidential.

All students completed the questionnaires.

The 42 students ranged from 21 to 46 years of age.
students and 2 male students.

There were 40 female

At the completion of the semester, all students

had successfully completed the course and were one semester away from
completing all requirements for an Associate of Arts Degree in nursing.
Hcwever, four students had prior Associate in Arts Degrees in other fields and
two had Bachelor's Degrees in other f i e l d s .

Instrumentation
The questionnaire used in this study was The Questionnaire for
Understanding the Dying Person and His Family (QUDPHF).

Permission to use the

questionnaire was obtained from Carolyn Winget, University of Cincinnati
Medical Center.

The QUDPHF was designed to obtain, attitudinal data on death

and dying from health care professionals (Yeawurth, Kapp, & Winget, 1974).
Using the questionnaire, attitudes can be assessed in terms of flexibility in
interpersonal relations, attention to the psychological and emotional needs of
the patients and families, and the desire for open communication about
critical issues.
The questionnaire contains 50 Likert-type items to be answered using a 5point scale:
disagree.

SA=strongly agree, A=agree, U=uncertain, D=disagree, SD=strongly

Thirty-three of the items contribute to a total score, while the
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remaining 17 are used as fillers. The questions may te worded either
positively or negatively on similar content in order to rtunimi2e the effects
of response set. Positive items, which reflect openness and flexibility, are
scored from 1 (strongly agree) to 5 (strong disagree). For negative items,
which reflect rigidity and lack of insight, the scores are reversed. The
ratings for the 33 scorable items are then totalled. The minimum possible
score is 33 and the maximum is 165.
Low scores indicate flexibility in interpersonal relations,
a desire for open corrmunication around critical issues, and
"psychological-mindedness' in relation to dying patients and
their families. High scores indicate a rigidity of attitudes,
a focus on physical needs during terminal illness, and a lack
of insight into psychological factors influencing the self and
others (Lindemann & Ward, 1979, p. 54)
The questionnaire may be used to collect other demographic and experiental
data in addition to the 50 Li-kert-type questions.
The reliability coefficient alpha for this instrument was found to be
0.72. in a student research study conducted in 1976 with 46 senior and 88
sophomore nursing students. Discriminant validity of the questionnaire was
demonstrated in another study where the attitudes of freshmen students toward
dying patients, students having no educational experience in this area, we.e
compared to those of senior students, having completed formal classes on loss
and grief and on death and dying. Mean scores for the two groups were
compared using a t test; the t of 8.69 was significant at the 0.0Q1 level
(Lindemann & Ward, 1979).
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Construct validity was demonstrated by administering the questionnaire,

|

the Rotter I-E Scale, and the Defense Mechanisms Inventory (DMI) to students

j in a course on death and dying. Those shewing greater affect as measured by

| the DMI and those with scores indicating the internal control pole of the
Rotter I-E Scale, also had lew scores on the Questionnaire for Understanding
the Dying Person and His Family (Lindemann & Ward, 1979).
Four of the fifty questions on the questionnaire were modified to reflect

i
i

j

attitudes toward perinatal loss. One of the questions previously used in the
scoring was slightly altered in wording and three filler questions were

|

'

revised and included in the scoring to accomplish this modification. These

j

changes resulted in a possible minimum score of 36 and a possible maximum

j

score of 180, with the lower scores reflecting the more desirable attitudes.

i
Procedure for Data Collection
On the first day of theory class for both groups, the students were asked
to complete the Questionnaire for Understanding the Dying Person and His
Family (QUDPHF, Appendix A). The students were assured of confidentiality and
that the results of the questionnaire would not contribute to their course
grade. The students were also instructed to answer the questions according to
their current attitudes or opinions since this was an attitude survey rather
than a test with right or wrong answers. These scores served as baseline data
for the stated attitudes of the students. These initial scores cf the two
groups were also compared to determine any significant difference between
those with a prior mental health course and those without.
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,

A workshop was then held on the first clinical day of each rotation

, (Appendix B). The workshop focused on attitude exploration, crisis
I
, intervention in general and as related to perinatal death and grief,
i

interpersonal skills, and experience through simulation in the role of the
professional nurse. Following the workshop, stated attitudes were again
assessed using the QUDPHF. The scores from this questionnaire were compared
to initial scores.
Following the second administration of the QUDPHF, the five students
with the lowest questionnaire scores (most open and etqpathetic scores) and the
five students with the highest questionnaire scores (least open and enpatbetic
scores) were then identified from each group for selected clinical assignments
in the care of families experiencing perinatal death, loss, and grie,.. After
interacting with the families, the students were asked to evaluate their cwn
performance in specific areas using both a Likert-type scale and brief written
explanations of performance (Appendix C). When practical, the parents were
interviewed by the nursing instructor regarding the care in specified areas
provided by the students.

This interview provided information for a parental

evaluation score. The students were also evaluated on their interactions and
supportive care by the nursing instructor (Appendix D).
On the last theory day of the course for each rotation, all students v*?re
asked to complete for a third time the QUDPHF. The scores cf this QUDPHF
reflected both the effect of the workshop over time, and also the effect of
clinical experience on those selected for clinical assignments as compared to
those without the clinical role experience.
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1

The data were then analyzed in order to address the seven study
questions.

For each question, a null hypothesis was stated.

Each hypothesis

I was tested at the .05 level of significance.
! Hypothesis _1

]

There is no difference in the degree of openness and empathy of student
nurses' stated attitudes after a related workshop as cortpared to their

i

attitudes before the workshop.
This hypothesis was tested using a t-test of correlated means for the

j pretest and immediate posttest scores.
I Hypothesis 2

i

There is no difference in the degree of openness and empathy of student
nurses' stated attitudes 8 weeks after the conclusion of a related workshop as

' compared to their attitudes before the workshop.
i

This hypothesis was tested using a t-test of correlated means for the

| pretest and delayed posttest scores.
. Hypothesis _3
There is no difference in the self evaluated clinical performance scores
' of students with a high degree of openness and empathy as compared to those
i

Ii

with a low degree of openness and empathy.
Based: on. the immediate posttest scores, the participants were categorized
into groups according to the degree of openness and empathy of their stated
attitudes.

This hypothesis was tested using a t-test comparing the clinical

self-evaluation scores of students having a high degree of openness and
empathy to those of students with a lew degree of openness and empathy.
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HypotJhesis _4
There is no difference in the instructor evaluated clinical performance
scores of students with a high degree of openness and enpathy as compared to
the scores of students with a low degree of openness and empathy.
This hypothesis was tested using t-test comparing the instuctor evaluated
clinical performance scores of students with a high degree of openness and
empathy to the scores of those students with a low degree of openness and
enpathy.
Hypothesis 5
There is no difference in the parent evaluated clinical performance
scores of students with a high degree of openness and empathy as compared to
the scores of students with a low degree of openness and empathy.
This hypothesis was tested using a t-test comparing the parent evaluated
clinical performance scores of students with a high degree of openness and
enpathy to the scores cf those students with a lew degree of openness and
enpathy.
Hypothesis 6
There is no difference in the degree of stated anxiety of students with
clinical role experience as compared to students without clinical role
experience.
This hypothesis was tested using an analysis of covariance comparing the
anxiety level scores on the delayed posttest of students after clinical role
experience to the scores of students without, clinical role experience with
the pretest anxiety scores as the covariste.
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Hypothesis _7
There is no difference in the initial stated attitudes of students having
completed a prior 8 week course in mental health nursing as compared to
students without, the prior course.
This hypothesis was tested using a t-test to compare the means of the two
groups of students on the pretest.

Sunmary
Chapter 3 has described the design of the study, the setting, sample
selection, instrumentation, and the procedure for the collection and analysis
of data.
Chapter 4 contains the analysis of the data collected in this study in
the form of tabulations and discussions.

Chapter 4
ANALYSIS OF DATA
The purpose of this study was to determine if a workshop and clinical
role experience would influence the stated attitudes of student nurses related
to the care of individuals and families experiencing grief from death or loss.
In addition, this study sought to determine if the degree of openness and
empathy of the students' stated attitudes would influence the quality of the
care they provided to selected clients and families.
A workshop was used to explore attitudes related to death, grief, loss,
and crisis. Self-awareness exercises, case studies, slide presentations, and
role playing were used in addition to lecture/discussion on the grief process,
coping and communication skills. Attitudes were measured prior to the
workshop, at the conclusion of the workshop, and again at 8 weeks after the
conclusion of the workshop-.

Selected students were given related clinical

role experience during the 8 week period between the bmediate posttest and
the delayed posttest. The care provided during this clinical role experience
was then evaluated by the students, the parents, and the nursing instructor.
The entire study was repeated during the next 8 week period with another group
of students having just completed a course in mental health nursing. The
scores of the second group v^re then compared to the scores of the first
group, which had not had a prior course in mental health nursing.
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Chapter 4 contains am analysis of the data collected during this study.
The results are then discussed in relation to the study questions.

Results of Hypotheses Tested
After all subjects in both groups had conpleted the course and the
delayed posttest of the Questionnaire for Understanding the Dying Person and
Kis Family (QUDPHF), the data were analyzed to determine the effect of a
workshop and clinical role experience on the stated attitudes and anxiety
levels of student nurses and on their care of selected patients as evaluated
by the student, parent, and instructor. In order to address the research
questions, seven hypotheses were tested. For each hypothesis, the 0.5 level
of significance was required for statistical significance. The calculations
were done on the University of the Pacific's General Data Vax Conputer using
the Statistical Package for tlie Social Sciences {Nie, Jenkins, Steinbrenner, &
CBent, 1975)*
Hypothesis _1
There is no difference in the degree of openness and empathy of student
nurses' stated attitudes after a related workshop as compared to their
attitudes before the workshop.
mis hypothesis was tested using a t-test of correlated means for the
pretest and irrmediate posttest scores. The results of the t-test for
correlated means (Table 1) indicated that the scores on the immediate posttest
were significantly lower, indicating more open and empathetic stated
attitudes. On this basis, the null hypothesis was rejected.

£1

Table 1
Means and t.-Test Results of QUDPHF Pretest and Immediate Posttest Scores
M

Pretest

76.3095

Imnediate Posttest 71.7857

t

df

E

3.90

41

£<.001

Hypothesis 2
There is no difference in the degree of openness and empathy of student
nurses' stated attitudes 8 weeks after the conclusion of a related workshop as
compared to their attitudes before the workshop.
This hypothesis was tested using a t-test of correlated means for the
pretest and delayed posttest scores. The results (Table 2) indicated that the
scores on the delayed posttest were significantly lcwer than the scores on the
pretest, indicating more open and empathetic attitudes.

this basis., the

null hypothesis was rejected.

Table 2
Means and t-Test Results of QUDPHF Pretest and Delayed Posttest Scores
M

Pretest

76.3095

Delayed Posttest

65.1-429

t

6.97

df

£

41

p<.001
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Hypothesis 3
There is no difference in the self evaluated clinical performance scores
of students with a high degree of openness and empathy as compared to those
with a low degree of openness and empathy.
Based on the immediate posttest scores, the participants were categorized
into two levels of empathy and openness of attitudes. Hypothesis 3 was
tested using a t_-test comparing the clinical self-evaluation scores of
students having a high degree of openness and empathy to those of students
with a low degree of openness and enpathy. The results {Table 3) indicate
that the students with a high degree of openness and enpathy evaluated
themselves significantly more positively than did students with a low degree
of openness and empathy. Therefore, the null hypothesis was rejected.
Table 3
Means and t-Test Results of Self-Evaluation Scores By Openness and Enpathy
Group
M
High openness group 4.54

t

7.12

df

13.34

£

£<-001

Low openness group 3.09

Hypothesis 4_
There is no difference in the instructor evaluated clinical performance
scores of students with a high degree cf openness and enpathy as compared to
the scores of students with a low degree of openness arid empathy.

e3

This hypothesis was tested using a t-test comparing the instructor
evaluated clinical performance scores of students with a high degree of
openness and empathy to the scores of those students with a Jew degree of
openness and empathy. The results {Table 4) indicated that the students with
more open and enpathetic attitudes vere evaluated significantly more
positively in related clinical performance than were the students with less
open and empathetic scores.

On the basis of these findings, the null

hypothesis was rejected.
Table 4
Means and t-Test Results of Instructor Evaluated Scores by Openness and
Enpathy Group
M
High openness group

4.52

Lew openness group

3.45

t

3.51

df

15.28

£
£<.01

Hypothesis _5
There is no difference in the parent evaluated clinical performance
scores of students with a high degree cf openness and enpathy as ctxrpar
the scores of students with a low degree of openness and empathy.
This hypothesis was tested using a t-test comparing the parent evalua
clinical performance scores of students with a high degree

openness and

empathy to the scores cf those students with a low degree of openness and
empathy.

The results (Table 5) indicate that students with nore openness and
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empathy were evaluated significantly more positively by parents than were the
students with a lew degree of openness and empathy. On the basis of these
calculations, the null hypothesis was rejected.
Table 5
Means and t-Test Results of Parent Evaluated Scores By Openness and Empathy
Group
M

High openness group 4.58
Low openness group 3.03

t

df

3.44

11.60

£
£<.01

Hypothesis j6
There is no difference in the degree of stated anxiety of students with
clinical role experience as compared to students without clinical role
experience.
This hypothesis was tested using an analysis of covariance comparing the
anxiety level scores on the delayed posttest of students after clinical role
experience to the scores of students without clinical role experience with the
pretest anxiety scores as the covariate. The results {Table 6) indicate that
there was no significant difference in the anxiety level scores for students
with clinical role experience as compared to students without the experience.
On this basis, the data of this study are insufficient to reject the null
hypothesis.
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Table 6
toalysis of Covariance of Anxiety Level Scores of Students Kith and Without.
Clinical Experience
Source

MS

df

F

E

Between

.98

1

2.43

.127

Within

.404

39

Hypothesis _7
There is no difference in the initial stated attitudes of students having
completed a prior 8 week course in mental health nursing as compared to
students without the prior course.
This hypothesis was tested using a t-test to compare the means of the two
groups of students on the pretest.

The results of these calculations (Table

7) revealed that although the mean for the group with a prior mental health
course indicated slightly more open and empathetic attitudes, there was no
significant difference between the two groups.

On this basis, the data of

this study are insufficient to reject the null hypothesis.
Table 7
Means and t-Test Results of QUDPHF Pretest Scores of Students With and Without
Prior Mental Health Course
M

t

77.17

^

df

£

Without prior Mental
health

With prior Mental
health

75.17

26.22

£=.61
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Stannary
Chapter 4 has presented the statistical analysis of the data collected in
this study. The results have been discussed in relation to the hypotheses.
Findings of this study indicated that the attitudes of student nurses
were significantly more open and empathetic on the QUDPHF both at the
conclusion of a workshop and 8 weeks after the conclusion of the workshop. In
addition, student self-evaluation, parent evaluation, and instructor
evaluation all scored students with open and empathetic attitudes as
performing significantly more positively in grief related clinical
assignments than students with less open and empathetic attitudes.
Analysis of the data collected in this study failed to find a significant
difference in the stated anxiety levels of students with clinical role
experience as compared to students without clinical role experience.
Similarly, no significant difference was found in the initial attitude scores
of students having a prior mental health course as compared to students
without the prior course.
Chapter 5 contains a summary of the study and the conclusions drawn from
this research. Implications will also be discussed along with recommendations
for further study.

Chapter 5
SUMMARY, CONCLUSIONS, IMPLICATIONS, AND R£!COMMEI>IDATICNS
The purpose of this study was to determine if academic and experiential
learning could influence the clinical performance of student nurses and the
degree of empathy and openness of the student nurses' stated attitudes toward
those experiencing or anticipating death, loss, or grief.

Chapter 5 provides

i

J

a sunmary of this study.

Based on the findings of this study, conclusions axe

presented and discussed.

Implications for nursing education are discussed and

recommendations are suggested for future studies.

Summary of Study
A total of 42 student nurses divided into two groups participated in a
study investigating the effect of a workshop and clinical role experience on
stated attitudes and the provision of clinical care to patients and families
experiencing death, loss, and grief.

The first group, consisting of 24

students, did not have a prior course in mental health nursing.

The second

group, consisting of 18 students, had just completed an 8 week course in
mental health nursing.

Each group completed a pretest of the Questionnaire

for Understanding the Dying person and His Family (QUDPHF), attended a
workshop, and completed an immediate posttest of the QUDPHF.

In each group,

the 5 students with the most open and empathetic QUDPHF scores and the 5
students with the least open and empathetic scores were given clinical role
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experience in the care of patients and families experiencing grief resulting
from death or loss. At the end of the eight week course, all 42 students
completed a delayed posttest of the QUDPHF.
The data were analyzed using appropriate statistical calculatlens with
the level of significance set at the .05, Results indicated that at both the
immediate and the delayed posttests the stated attitudes were significantly
more open and empathetic. This indicates that the content of and the
interactions during the workshop did constructively influence the stated
attitudes of the students. In addition, during the 8 weeks between the
workshop and the delayed posttest, the attitudes again changed. This ray have
been the result of the workshop over time, or it may have been influenced by
the clinical role assignments which some students experienced and later s.a.
verbally in clinical postconferences with other students.
Clinical performance of students with QUDPHF scores indicating open and
empathetic attitudes was compared to the clinical performance o. students

it.

QUDPHF scores indicating less open and empathetic attitudes. Clinical
performance scores were calculated on the basis of self evaluation,
evaluation, and parent evaluation. In each case, the data revea.ed
significant difference between the clinical performance scores
.,
corcared to students with a lew
with a high degree of openness and empathy as
,11v students with the more coen and
degree of openness and empathy. Specifically*
-Hvelv by all three methods cf
empathetic scores were evaluated more POSH
J
evaluation.
. ^
The degree of stated anxiety of stude

with clinical role experience
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was compared to the anxiety of students without clinical role experience.
The results indicated no significant difference between the two groups. On
this basis, the data of this study were not sufficient to indicate that the
clinical experience significantly altered the anxiety levels of the student
nurses.
Initial attitudes of the students with a prior mental health course were
compared to the initial attitudes of students without a prior mental health
course. Although, the initial scores of the group with prior mental health
nursing were slightly lower, there was no significant difference found between
the two groups.

Conclusions
The results of this study revealed a significant difference in the
attitudes of student nurses after a workshop as compared to the attitudes of
the same students before the workshop. Specifically, both the immediate and
the delayed posttest scores of the QUDPHF indicated significantly more open
and empathetic attitudes toward patients and families experiencing or
anticipating death, loss, and grief than did the pretest scores. In addition,
students, parents, and faculty all evaluated students with open and empathetic
stated attitudes as being significantly more available and accepting in
clinical performance than students with less open and empathetic stated
attitudes.
These findings help to support, the findings of other researchers. First,
these findings support the work of Milton (1984) which indicated that the
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attitudes of nurses toward the care of dying patients may be considered strong
predictors of clinical behaviors, The findings of this study also support the
works of Coolbeth and Sullivan (1984) and of Yeaworth, Kapp, and Winget (1974)
which indicate that significant shifts in attitudes about death, loss, and
grief can result from specific nursing education and clinical experiences.
The findings of this study did not reveal a significant difference in the
anxiety of students with clinical role experience as compared to students
without experience. Although some studies (Murray, 1974; White, Gilmer,
Handall, and Napoli, 1983-84) have shown significant reductions of anxiety
after some intervention, other studies have not. Mullins and Merriam (1983)
found an increase in anxiety after a two day workshop on caring for dying
patients. The researchers suggested that a temporary increase in anxiety may
have resulted because the workshop stimulated the nurses to spend more time
considering their own demise. It may also have stimulated an increase in
empathy with those around them who were facing death. In addition, the design
of this study did not separate those with experience from those without
experience. On the contrary, the two groups were together for daily clinical
postconferences where experiences and concerns were frequently shared with
other students. In this manner, the experiences of some students may have
influenced the attitudes and anxieties of other students.
Implications
The findings of this study are twofold. First, there is a need to
address more than technical skills, and scientific knowledge in nursing educa
tion. The results of this study point out the value of having a systematic
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rrethod of assessing and planning for the holistic needs of student nurses.
Nursing has long been aware of the holistic needs of patients. Yet it must
be recognized that the student nurse vail have difficulty providing supportive
care for the various needs of grieving individuals if the nurse is anxious,
self-protective, and avoids the most urgent needs of the patient and family.
Hie Roy Adaptation Model provides a framework for the needs of the student
nurse as an open system interacting with current influences and significant
others as well as past influences, impressions, expectations, and selfconcepts. This study demonstrated that specific, planned learning activities
in the self-concept role, role function, and interdependence modes of
adaptation did significantly facilitate the development of positive attitudes
and behaviors of student nurses.
Second, the results of this study indicated that specific learning
experiences for student nurses did improve the care provided to individuals
experiencing grief related to death or loss. This study demonstrated that the
care provided by students with open and empathetic attitudes was evaluated
more positively by the students themselves, parents, and faculty than was the
care provided by students with less open and empathetic attitudes. In
addition, the results indicated that the learning activities described in
this study did result in significantly more open and empathetic attitudes.
This suggests that by emphasizing aspects of

-awareness, role

self

identification, communication skills, and death education within the scope of
nursing education, educators can promote adaptation of the student to the
role of nurse with the skills needed to support patients and families during
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grief experienced from death or loss. Again, the Roy Adaptation Model serves
as a conceptual framework to give students insight into the various needs of
the patients and families and to facilitate more comprehensive and holistic
care.

Recommendations for Further Study
Several considerations for future research may be drawn from this study.
The first recommendation is to replicate the study using a larger sample and
from another hospital and college. This would allow the investigator to
examine not only a larger number, but also possible socicr-demographic factors
of this particular setting. In addition, the degree and the manner in which
death and loss education are addressed varies in each nursing curriculum.
A second recommendation is to replicate the study using a different type
of clinical subjects. For example, the clinical setting might be an oncology
ward or a geriatric facility. This would lend insight as to hew attitudes and
clinical behavior are influenced by age and by diagnosis. It would also allow
investigation as to how the student would relate to the individual who is
actually experiencing the process of dying or dealing with a personal physical
disability or loss rather than just the family.
A third recommendation is to provide a similar program on a continuing
education workshop basis for graduate nurses. Although data from a study by
Golub and Reznikoff (1971) suggested that the attitudes formed as a student
may be those which the nurse carries throughout her nursing career, it would
be interesting to examine whether a specific program such as the one described
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in this study would alter the attitudes and clinical behaviors of graduate
nurses.
A fourth recorrmendation is to provide a similar program for students in
other areas of the health care team.

Although nurses spend more time with

patients in the hospital, care is also provided by physical therapists,
respiratory therapists, physicians, X~ray technicians, etc.

Each member of

the health care team may be uniquely qualified to provide for specific
physical needs.

However, all should have some knowledge of how to be

accepting and supportive to patients and families experiencing grief related
to death or loss.
A final recorrmendation is to apply the Roy Adaptation Model as a
conceptual framework for studies in other areas of nursing.
applicability in nursing assessment and practice.
to be tested in a variety of nursing settings.
and ready for investigation.

It offers wide

However, its concepts need

Many avenues of study are open
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Cuestionnaire for Understanding the
Dying Person and His family
Part I: Using the following code, please circle tiie response that best
matches your actual current attitude for each of the following statenents.
CODE: SA=Strongly agree
A=Agree
U=Uncertain
D=Disagree
SD=Strongly disagree
SA A U D SD

1. Regardless of his age, disabilities, and personal
preference, a person should be kept alive as long as
possible.

SA A U D SD

2. Dying patients should be told they are dying.

SA A U D SD

3. Medical personnel find it more satisfying to work with
patients who are expected to improve than with patients who
are likely to die.

SA A U D SD

4. The dying patient is best served by a matter-of-fact focus
on medical issues.

SA A U D SD

5. Discussion among doctors, nurses, and other health workers
about the care of the dying may reveal differences in
attitudes toward death and dying.-

SA A U D SD

6. It is irrportant in the treatment of the dying patient to
discuss his feelings with him.

SA A U D SD

7. Doctors, nurses, family and friends, if they prefer, can
keep knowledge about his status from the dying patient.

SA A U D SD

8. Fear of death is natural in all of us.

SA A U D SD

9. Feelings of depression in the dying patient are unusual.

SA A U D SD

10. The patient is better off not knowing his diagnosis even
when it carries an implication of imminent death.

SA A U D SD

11. If a patient talks about his fear of death, his doctors and
nurses should reassure him that he has little to worry about.

ei

SA A U D SD

12. Nurses and doctors usually corn-nunicate easily with each
other on issues relating to the needs of the dying patient.

SA A U D SD

13. Those who support the principle of "death with dignity"
endorse active as well as passive euthanasia.

SA A U D SD

14. No matter what my personal beliefs, in my role as a medical
professional I would fight to keep the patient alive.

SA A U D SD

15. The dying patient who talks about his future plans for work,
the family, trips, etc., does not realize the seriousness of
his condition.

SA A U D SD

16. Individual freedom of choice ultimately should mean freedom
of choice to live or die within a context of responsibility for
self and others.

SA A U D SD

17. Even if they don't ask, relatives should be told when death
is imminent in the ill patient.

SA A U D SD

18. Dealing with a dying patient makes one aware of his own
feelings regarding death.

SA A U D SD

19. Family members who stay close to a dying patient often
interfere with the professional's job with the patient.

SA A U D SD

20. Death means annihilation of the physical, social, and
psychological self.

SA A 0 D SD

21. Dying in the United States is handled more humanely than it
is in most other parts of the world.

SA A U D SD

22. If given a choice, I prefer to avoid contact with dying
people.

SA A U D SD

23. It is natural for medical personnel to grieve for their
patients who die.

SA A U D SD

24. 1 rarely think of dying.

SA A U D SD

25. The dying patient is physically ugly.

SA A U D SD

26. It is possible for medical personnel to help patients prepare
for death.

SA A U D SD

27. Medical personnel tend to cut down on their visits to the
dying patient if there is little that can be done for him
medically.
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SA A U D SD

28. Patients are better off dying in a hospital than at horv.

SA A U D SD

29. Suicide is wrong.

SA A U D SD

30. When thinking of dying, I fear the idea of disability and
pain more than death itself.

SA A U D SD

31. Dying patients feel less comfortable if they have frequent
visitors during their final days.

SA A U D SD

32. Nurses should be the primary professionals equipped to deal
with the reaction of a dying patient.

SA A U D SD

33. Some patients should be allowed to die without making heroic
efforts to prolong their lives.

SAAUD SD

34. Relatives who know the prognosis of the terminally i l l
p a t i e n t make p a t i e n t management more d i f f i c u l t .

SA A U D SD

35. The terminally ill patient frequently turns to his doctor
and nurse to discuss his feelings about dying.

SA A U D SD

36. Our imagination about dying is harder to handly than the
reality.

SA A U D SD

37. The more intelligent a person is, the less he fears death.

SA A U D SD

38.* The dying patient mourns his cwn coming death.

SA A U D SD

39. Dying is a painful process.

SA A U D SD

40. Training medical personnel on attituaes Reward
inappropriate because helping people to live is their goal.

SA A U D SD

41. The dying patient should be separated from other patie
during the final period..

SA A U D SD

42. Many patients prefer to be told when their death is near.

SA A U D SD

43. The tern "pass away" is preferable to the tern "die.'

SA A U D SD

SA A U D SD

44. I t i s a l l r i g h t f o r p e o p l e t o whisper t.o one
the presence of a dying person.
r.
c-hnuld be detached emotionally if they
45. Doctors and nurses f^"1^terests of the dying patient.
are to work in tne wst -*-•
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SA A U D SD

46. Sometimes patients give up on themselves because the medical
personnel have given up on them.

SA A U D SD

47. When an infant is born with a serious birth defect, the
parents should be told immediately in the delivery room.

SA A I) D SD

48. Parents grieve the death of an unborn child.

SA A U D SD

49. In the case of a perinatal death, the parents should be
allowed to hold and bond with the dead infant.

SA A U D SD

50. If a newborn is being transported to another hospital with
an intensive care nursery, the parents should be given a
picture of the infant even if the infant is attached to
various life support equipment.

Part lis
Yes
No

1. Have you ever seriously considered your own death?
Rate the degree of anxiety you felt from this.
I
2
3
4
5
(slight)
(great)

Yes

No

2. Have you ever been present when a patient died?
Rate the degree of anxiety you felt from this.
1
2
3
4
5
(slight)
(great)

Yes

No

3. Have you ever spoken with a dying patient you were caring
for about his intending death?
How comfortable did you feel in this role?
1_
2
3
4
5
(uncomfortable)
(comfortable)

Yes

No

4. Have you ever acted in a supportive role to a fmily
experiencing grief or loss?
How successful did you feel in this role?
1_
2
3
4
5
(unsuccessful)
(successful)

Yes

No

5. I perceive myself as having interpersonal skills with which
to help the dying or grieving.
1
2
(few skills)

3

4

5
(more skills)

APPENDIX E
WORKSHOP OUTLINE
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WORKSHOP OUTLINE
I. Self-awareness activities
A. Personal Death Values
1. Listing
2. Compiling
B. Checklist of Fears of Death and Dying

II. Crisis and Coping
A. Crisis theory
B. Grief Wheel
C. Coping mechanisms
1. Patients
2. Families
.3. Nurses

III. Case Studies
A. Unexpected death
B. Progressive terminal illness
C. Birth defects/Adult disfigurement
D. Fetal/neonatal death

IV. Communication skills
A»

Roles and relationships during grief

Response techniques
1. Evaluative response
2. Hostile response
3. Reassuring response
4. Probing response
5. Understanding response
Role playing

APPENDIX C
STUDENT CLINICAL SELF-EVALUATION FORM
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Student Clinical Self-Evaluation
I have had experience with parents experiencing grief/anticipatory grief.
Briefly describe the situation.

I was able to discuss with the parents their feelings about the situation.
2
3
4
5
(minimally)
(freely)
1

I was comfortable/uncomfortable in this role.
1
2
3
4
5
(uncomfortable)
(comfortable)
Briefly explain.

1 spoke with the parents regarding the infant's condition.
1
2
3
4
5
(none)
(a great deal)
Briefly explain.
To what degree did you feel you helped the parents feel a need to be near
or touch the infant regardless of the infant's condition.
1
2
3
4
5
(minimally)
(greatly)
Briefly explain.

I feel that I shared to some degree in the grief /anticipatory grief of
the family.
5
1__
2
3
4
(greatly)
(minimally)
Briefly explain.

I perceive myself as having interpersonal skills with which I helped this
family.
1_
2
3
4
5
(few skills)
(many skills)

APPENDIX D
INSTRUCTOR/PARENT EVALUATION FORM
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Instructor/Parent Evaluation
The student was able to discuss with the parents their feelings about the
situation.
5
I
2
3
4
(freely)
(minimal ly)
The student appeared comfortafcle/uncamfortable in this role.
1
2
3
A
5
(uncomf or tab1e)
(comfortable)
The student spoke with the parents regarding the infant's condition1_
2
3
4
5
(none)
(a great deal)
Did the student encourage the parents to be near or touch the infant
regardless of the infant's condition?
1_
2
3
4
5
(minimally)
(greatly)
The student demonstrated in some form some degree of grief/anticipatory
grief with the family.
1
2
3
4
5
(minimally)
(greatly)
The student displayed interpersonal skills with which he/she helped this
family.
1
2
3
4
5__
(few skills)
(many skills)

